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!1 Preparalion andfor execufion of this plen do nol
F 157! 483.10(b){11) NOTIFY OF CHANGES F 157 constitute admission or agreament by the provider
§s=D | {(INJURY/DECLINE/ROOM, ETC) Lhat a dsficiency exists, This rasponse Is also not to

bs canstrued as an admisslen of fault by the faciiity,

Afacllity must Immediatsly inform the resident; gf ;’23'?:’:?; Sgents or fh‘:;e:;::(‘:;g:afn:’;;"ﬁ

consult with the resident's physician; and if correction. This plan of comection is submilted as
known, nolify the resident's legal represenlative the facility's cradible aliegalion of compliance.

or an interested family member when there Is an
accldent Invalving the resident which results In
injury and has the potential for requiring physician
Intervention; a significant change in the resident's
physical, mental, or psychosacial status (Le., a
deterioration in health, mental, or psychosocial
status in either life threatening conditons or
clinical complications); a need lo alter trealment
significantly {l.e., a need o discontinue an
existing form of reatment due to adverse ,
Gansequencas, or to commence a new form of
treatment); or a declslon lo transfer or discharge
the resident from the faclliity as specified in
§483.12(a).

: The faclity must alse promplly notify the resident
and, if known, the resident's legal representative
or interested famlly member when there is a
change in room or rotommate assignment as .
specified in §483.15(e){2); or a change in ‘
resident rights under Federal or State law or
regulations as specified In paragraph (b)(1) of
this seclion. ) !

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interesied family member.

This REQUIREMENT is not met as svidenced |
by:

Based on medical record review, review of facility
policy, and interview, the facility falled to notify the

LABORATORY D%i'@:mw PLIER REPRESENTATIVE'S smr:m'una | TE (Xe) DATE
bnbian NE @ﬂmméséu Rt (2802

Any deficlency stalemenl ending with an astersk {*} denotes a daficiency which the instiullon may be excused fram comecting praviding it ks determined that
ather saleguards provide sufficlent proteetion o the patients. {See Instructions,} Excapt for nursing homes, the findings stated above are disclosabie 80 days
follawing the date of survey whether ar not a plan of correction is provided, For nivsing homes, the abave findings and plans of correclion ara disclosabla 14
days following the date these documents ars mada avallable io the facllty. If deficiencies ara tlted, an approved plen of corractlon [s requislie to continuad
program parilcipation.
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{X4) o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i)
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1) A PT/INR was completed for Resident
F 157 | Continued From page 1 F 157 [#36 on 1/7/2013. The physician was

i Physician of laboratory resuits exceading notified promptly upon recelving the results
thampeuﬁc range for ong rasident (#36) of of the resldant's PTANR which was within 2/8/2013
thirty-seven residents reviewed. the therapeutic range.

2} The facllty has determined that all
The findings included: residents taking Coumadin therapy had
: the potential to be affected.

Resident #38 was admiitad (o the facllity on 3) LPN#1 was counseled on 1/8/2013 by
September 9, 2008, and readmitted on April 9, the DON addressing the circumstanceas
2012, with diagnoses including Chranlc Ranal that raquire natification of the resident's
Fallura, Pleural Effusion, and Chronlc Obstructive physictan, legal representative or family

} Pulmonary Disease. member. This included notification during

i . holidays and off hours. All chargs nurses

I Medical recard review of a Protime/intermational respansible for medlcation administration

i Normallzation Ratlo (PT"NR} {Iab test for blood currently worklng hava been lndlvidually

| clotting) dated December 24, 2012, revealed PT

readuscated about notffication of the
fsng énggza;g;nga 10-13), and INR 3.0 (normal resldent's physician, legal representative
) R or family member Including notification
Medical record review of a Nurse's Note dated during holidays and off hours. A
December 24, 2012, revealed .. faxed Protime mandalory In-service conceming the
results to DR. {dottor)...” notification of changes will be conducted
by the DON on 2/5/2013 and 2/6/2013 for
Medical record review of a Nurse’s Note datad alt licensed hurses PRN nurses and those
December 28, 2012, at 3:30 p.m., revealed on medical leave will be in-serviced before
"...Order for Coumadin 2 mg (mliligrams) Sat returning to work.
(Saturday), Tue (Tuesday), Thur {Thursday), 4 4) The DON or deslgnes, will conduct a
my alf other days..." random audlt of five (5) residents weekly
for four (4) consacutive weeks. These
Madical record raview of a2 PT/INR dated residents will be newly assessed to ensure
Dacember 30, 2012, revealed PT 26.4 and INR that any daclines in condition have been
3.9. Identified, properly evaluated and
. communicated to the appropriate people
Medical record review of a Nur“se s Nale datad {physicians and famflles). The plan of
| Dece‘rlnber 31, 2012, revealed "...Protime faxed to correction will be monitored at the
; DR... quarterly PI/QA meesting untll such time
! Medical record review of tha Medication gggi]ﬁ?t substantial complfance has
Admiristration Record (MAR) dated January 1, | ’
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F 157 : Continued From page 2 F157

j 2013 through January 31, 2013, revealed on
t January 1, 2013, (MONDAY} Coumadin 4 mg had
i bean given to the rasident.

Medical record review of a Nurse's Nole dated |
January 2, 2013, revealed “...orders receivad for |
Coumadin dosags and frequency. Hold i
Coumadin X (times) 2 doses 1/2/13 and 1/3113.
Restarl 4 mg M (Monday}, W (Wednesday), F |
(Friday), and 2 mg T (Tuesday}, TH (Thursday),
Sa (Saturday} Su {(Sunday)...”

Revlew of facillly policy, Anticoagulation Therapy,
daled December 22, 2011, revealed "...If ab
resulls exceed therapeutic range, the factlity wili
"Hold" the anticoaguant medicalions untll the
physlcian has been notified and new order Is

| recelved...”

i interview with Licensed Practical Nurse (LPN) #1 '
on January 8, 2013, at 4:00 p.m., atthe B-Wing |
Nurss's Siaflon, revealed the Coumadin had besn
glven on December 24, 25, 31, 2012, and 1
January 1, 2013, and had not been held. i
Cantinued interview at this ime revealed LPN #1
had been ths nursa responsible to notify the
Physician and had not followsd up unitil two days
later, :
|
Interview with the Director of Nursing on January
8, 2013, at 4:00 p.m., at the B-Wing Nurse's
Station, confirmed Lhe facility falled to notify the

i Physlcian of a ]ab result that exceeded
therapeutic range for two days.

F 241 483,16(a) DIGNITY AND RESPECT OF ; F 241
ss=p ( INDIVIDUALITY ‘I

The facllity must promote care for residents in a |
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f 1} The CNAs involved were immediataly In-
F 241, Continued From page 3 |  Fa41jserviced on the proper procedures for
manner and In an environmant that malntains or mafntalning  resident  dignlty  during
enhances each resident’s dignity and respect in meaitimes.
full recognition of his or her indjujduamy_ 2} The facility has determined that all 2/8/2013
_ Iresidents requiring feeding assistance at
! ‘meal fimes have the potentlal to ba
This REQUIREMENT is not met as evidenced : affected by this practice.
by: i |3) CNAs- and other facliity personnel
Based on medical record ravisw, observation, involved in providing feeding asslstance to
and interview, the facllity failed to malntain ire:sh:le:nts have been reeducated on the
restdent dignity for one resident (#27) during meat 'pmpar procedures for assisting residents
time of thirty-seven residents reviewed. r ith meals to ensure resident dignity Is
aimalned during mealtimes. A mandatory
The findings Included: f?:rmal In-service on dignity during meal
Resident #27 was admilied fa the faclity on Aprl | !gngg"fgf gonducted con A oy and
15, 2003, and readmitted on November 15, 2010, ‘C’h acklist® Is bain R cim ﬁated for each
with diagnoses Including Bipalar Affective | di 9 P
Disorder and Corfusion, ndividual whose dutles Involve feeding
sslslance to determine If he/she Is
. Observation on Jdanuary 7, 2013, at 12:05 p.m., in performing the pracedure correctly and will
the dining room, revea%d the resident slmgg ina pe completed by 2/8/2013 " on all
wheelchalr at the table with three other residents. 2mployees currently working. The checklist
Further observation at this time revealed the wilt be camplsted on PRN employees and
other residents ealing lunch. iothers an madical leave upon returning
: : [back to wark.
Observation un January 7, 2013, at 12:30 p.m., in i4) The Director of Nursing Services (DNS),
the dining room, revealed Cerlified Nurse Aide or designee, will conduct random
(CNA)}#1 served resident #27 alunch tray. ﬁobservatlons of staff during mealtimes over
Further observalion at this time revealed CNA #1 the next three (3) months to ensure staff
sat down and began feeding the resident. are promoling and maintaining resident
) dignity during mealtimes In accordance
Intarview with CNA #1 on January 7, 2013, at with our facllity's practlce guidelines and
12:35 p.m.,, revealed the rasident was served .'regulatory requ]mmen[s' Observatlon
after all other residents in the dining room reports and validation checklists will be
because the resident required assistance 1o eat. reviewed by the PIQA Commities
Interview with the Director of Nursing (DON) on ol ol e h;:‘,’feencggﬁlgfe'g
January 7, 2013, at 3:00 p.m., In the B-Wing P
i s datermined by the committee.
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F 241 | Continued From page 4 F 241
Nurse's Stafion, conflrmed serving the resident
last while the resident viewed other residents
sating had not maintalned the resident's dignity.
F 250 { 483,15(g)(1) PROVISION OF MEDICALLY F 250 1) The social worker met with resident #95
88=D{ RELATED SOCIAL SERVICE on 1/9/2013 regardlng her depressinn 2/8/2013
status, Resident #85 raported that the
The facllity must provide medically-related social
services to altain or maintaln the highast ]csugi:tdn;eiggﬁgns are working and she
practicable physical, mental, and psychosacial pressed.
well-being of each resident 2) All resldents in the faclilty have the
) : potential to be affected by this practice.
i 3) The social worker has [mplemented a
geriatric depresslon seale on all resldents
This REQUIREMENT is not met as evidenced triggering for depression on the MDS and/
: by: or for those stating to the soclal warker or
. Based on medical record review, observation, other staff that they are down or
 and interview, the facilly falled to provide social depressed. A copy of this evaluation and a
; services adequate to meet the needs of one progress note wiltten by the social worker
resident (#95) of thirty-seven residents raviewed. Is now being sant to the resldent's
physician for notlfication. Nursing will be
The findings Included: f notified by the social worker. The soclal
! worker will be following up with each
Resident #35 was admilted to the facility on ! resident within 72 hours to determine if the
au?usl 18, 2%1 2, with diagnoses including i physiclan has Initiated interventions and/or
a nulrltllon, enerallzed Weakness, and i the necessity for further services. This
Depression. } new sacial services protocol will be shared
Medical record review of the quarterly Minlmum 1 :gtrt:i:g it:f;!tli&tjgirégmtg’leamandatury In-
Data Set (MDS}) dated November 26, 2012, : 4) The DON will recelv e‘ a weekly update
revealed the resident scored a fourtesn of fifteen | from th ial work I Ytsp h
on the Brief Interview for Mental Status (BIMS) om e social worker on rasldents who
wilh intact cognitive skills and feelings of have newly triggered for depression on
depression that occurred several times waskly. thelr MDS or by personal statement that
: they are down o7 depressed, MDS
Medical record review of a Social Work Note Interviews will be audited by the
dated November 28, 2012, revealed "...resldent Interdisclplinary Care Pan team weekly
expressed more depressed ask nursing to noflfy for compllance with social worker follow
the Dr. (doctor)..." up.
FORM CMS-2557(02.95} Previous Verslons Obsolela Event D IPET11 Faclity 1D: TNS403 If continuation sheet Page 5 of 26

loote fobtatin



4232633793

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

02:48:22 p.m.

02-04-2013 2/3

PRINTED: 01/24/2013
FORM APPROVED
OMB NO. 0838-0391

STATEMENT
AND PLAN D

OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA
F CORRECTION {GENTIFICATION NUMBER:

445277

{%2) MULTIPLE CONSTRUCTION
A BUILDING

B, WING

{3} DATE SURVEY
COMPLETED

0171072013

MCMINN

NAME OF PROVIDER OR SUPPLIER

MEMORIAL NURSING HOME B REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
BB6 HWY 411 NORTH
ETOWAH, TN 37331

(x40 !
PREFIX |
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
[EACH DEFICIENCY MUIST BE PRECEDED BY FULL
AEGULATORY OR LSC [DENTIFYING INFORMATION)

] PROVIDER'S PLAN OF CORRECTIGN %5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

Faro
S8=E

!
F 250, Continued Erom page 5

Interview with the Soclal Service Director on
January 8, 2013, at 12:35 p.m., in the Social
Worker's Office, confirmed the Social Servica
Director had not followed up with nursing
regarding the increased depression and the
Physlcian had not addressed the resldents
increased deprassion,

483.20(d}, 483.20(k}(1) DEVELOP

| COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, raview and revise the resident's
comprehenslve plan of care.

The facllity must develop a comprehensive care
plan for each resident that Includes measurable
objectlves and timetables to meet & resident's
medigal, nursing, and mental and psychasocial

: needs that are ldentified in {the comprehensive

assassment.

The care plan must describe the services that are
to be furnished o attaln or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25, and any services that would otherwise
be required under §483.25 bul are not provided
due to the resident's exercise of righls under

! §483,10, Including the right to refuse treatment
, under §483.10(b){4).

| This REQUIREMENT s not met as evidenced

i by:

I Based on medical racord review, observation,

: and interview, the faciilty fallad to develop a care
‘ plan for two residents (#82, #30) for activitles,

1

F 250

F 278
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F 279 ! Continued From page 6
{ one resident (#22) for smoking, and three
residents (#95, #59, #52) for discharge plans of
thirty-sevan residents reviewed. .

The findings included:

k

| Resident #82 was admitted to the facility on

i Oclober 25, 2012, with dlagnoses Inciuding,
Senile Delusion, Volume Depletion, and Acute
Renal Fallure,

Medical record review of the activity assessment
dated November 8, 2012, revealed, “.. Interest
Hst-time with famlly, movies (oldies), likes pets..”

Medical racord review of the are plan updated
on November 9, 2012, revealed no care plan for
activities.

Observation on January 9, 201 3, at9:25 am.,
revealed the resident lying on a low bed wiih the
telavislon on a country music station,

interview on January 8, 2013, at 11:00 a.m., with
the Director of Nursing, al the nurse's station,
confirmad the care plan dld not inclide activities.

Resident #60 was admitted to the facllity on May
8, 2008, with diagnoses Including Periphera!
Vascular Disease, Hypartension, and Demeantia
with Deluslons.

Medical record review of the Minlmum Dala Set
{MDS) dated August 25, 2012, revealed ".very
important o do your favorite activity..." and the
resident answared yes.

Medical record review of an Activity Nole dated

1} An Activitles Plan was added to the care
F 2791 plans of Residents 482 and 60 by the

The care plan of Resident #22 was updated
on 1/10/2013 to include smoking goals and
approaches.

Care plans for Rasldents #95, #59 and #52 i
were reviewed and updated on 1/9/2013 i
and 1/10/2013 to Inciude discharge plans, i
goals and Intervantions..

2) All residents currently in the facility and
future admission have the potentlal to be
affected by this practice,

3} All interdisciplinary care plan team
members responslble for writing care plans
were be re-educated on the facllity's paliey
and procedure for developing and updating
Comprehensive Care Plans on 1/16/2013 and
all staff will attend a mandatory format in-
service on 2/5-2/6/2013.

4) Care plans will be reviewed weekly in i
accordance with the care plan raview
schedule by the MBS Coordinator(s) and the
Interdisciplinary care plan team. Al care
plans will be updated as required by changes
in the condition of the resident or at the
request of the resident {or resident's POA).
The Director of Nursing or designee, will
complete random weekly audits of care plan
for 5ix (6} consecutive weeks. Random audits
will be campleted to ensure that
comprehensive care plans are developed for
vesidents,

Audit records will be reviewed by the PI/QA
Committea quarterly.

Actlvity Director an 1/3/2013. 2/8/2013

FORM CMS-2587(02-88) Pravicus Versions Obsolete Evenl ID:PST11
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F 279

Continued From page 7

November 21, 2012, revaaled "...residant attends
 actlvitles of choice especially bingo/music...”

!
Medlcal record review of the Care Plan updated
November 23, 2012, revealed no care plan for
acllvitles.

! Observation on January 9, 2013, at 1:30 p.m., in
- the resident's room, revealed the resident silting
_nachal,

! Interview on January 9, 2013, at 3:40 p.m., with
1 the Activity Director, at the B-Wing Nurse's

i Statlon, confirmed the current care plan did not
{ Include activities,

Resldent #22 was admitted to the faclity on
August 18, 2011, and readmitted on Dacember 1,
2011, with dlagnoses including Hyperiension,
Senile Dementia with Delusions.

Medical record review of the Physician Orders
dated January 1, 2013, through January 31,
2013, revealed "...Smokes w {with)/supervision..."

Madical record reviaw of the Care Plan dated
September 22, 2012, revealed no Care Plan for
smoking.

- Observation on January 7, 2013, at 2:15 p.m.,

| ravealed the resident outside smoking in the

' designated smoking area with supervision.

|

! Interview with the Director of Nursing (DON) on

i January 10, 2013, at 8:48 a.m., at the B-Wing
Nurse's Station, confirmed the facility falled to
develop a Care Plan with goals and approaches

j for smaoking.

|

F 279

FORM CMS-2567{02-80) Pravious Veraions Cbaolale Eveal ID:(PAT14

AR VN

Faclity [D: ThHS403 If conilnuatien sheet Page 8 of 26



4232633793 02:49:18 p.m, 02-04-2013 1143

PRINTED: 01/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENZIES {¥1) PROVIDERISUPPLIERICUIA (%2} MULTIFLE CONSTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
445277 B. Wing 01/10/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

8B6 HWY 411 NORTH
ETOWAH, TN 37331

MCMINN MEMORIAL NURSING HOME & REHAB CENTER

XD | SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION {Xs)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COKFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
| I
F 278 | Continued From page 8 F 279

Resldent #95 was admitied to the facility on
August 18, 2012, with diagnoses Including
Malnutrition, Generalized Weakness, and
Depresslon.

Medical record review of the quarterly Minimum i
Data Set {(MDS) dated Noverber 28, 2012, b
revealed the resident scored a fourteen of fiftesn i
on the Brief Interview for Mental Status (BIMS)
with intact cognitive skills and an active dlschargs
plan to return to the community.

Medical record review of a Soclal Work Note
daled August 24, 2012, revealed “...famlly would
like resident In Florida...Soclal Worker to work
with daughter to oblain Medicara and transfer to
facllity in Florida...”

Medical racord review of the Care Pian dated
November 26, 2012, revealed no documentation
related to the residents discharge plans.

Interview with the Social Service Director on
January 8, 2013, at 12:35 p.m., in the Social
Worker's Office, confirmed the Care Plan dated
November 26, 2012, did not address the
resident's discharge plan.

Resident #59 was admitted to the facllity on
November 8, 2012, with diagnoses including
Gongestive Heart Failure, Displaced Right Hip
Fracture, Chronic Back Pain, Lumbar Spine
Stenosis, Anemia, and Hypertension.

Medical record review of Physician's Order Sheet,
dated January 10, 2013, revealsd the resldent
was fo be discharged home on January 15, 2013.
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Medical record review of the Care Plan, dated
November 27, 2012, revealed no documentation
related to the resident's Impending discharge.

Interview on January 10, 20183, at 12:27 p.m., at
the nursing station, with the Director of Nursing,
confirmed the Care Plan did not address the
resident's Impending discharge.

Resldent #52 was readmitied to the facility on
Qctaber 8, 2012, with diagnoses including Acute
Renal Failure, Parapleqia, and Pressure Ulcer.

Medical record review revealed the resident was
discharged 1o analher nursing facllity on
November 21, 2012.

Medical record review of the Care Plan dated
October 21, 2012, revealed no documentation
related to the resident's discharge needs.

interview on January 10, 2013, at 9:45 a.m., with
the Director of Nursing, in the private dining room,
confirmed the Care Plan dated October 21, 2012,
did not address the resident's discharge needs.

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
$5=D | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
Incompetent or otherwlse found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changas In care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prapared by an
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interdisciplinary team, that includes tha attending
: physiclan, a registered nurse with responsibllity
- for the resident, and ather appropriate staff in
! disciplines as determined by ihe resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's familly or the resident's
legal representative; and perlodically reviewed
and revisad by a team of qualified persons after dent
each assessment. 1) On 1/8/2013 the care plan for Residen 21812013

'ghls REQUIREMENT is not met as evidenced

¢ Dy

| Based on medical record review, observation,
and Intarview, the facliity falled to update the care
plan for the use of siderails for one (#82), failed to
updale the care plan related to a pressurs uicer
for one (#63) of thirly-seven residents reviewed,

The findings included:

Resident #82 was admitted to the facility on
October 25, 2012, with diagnosas including,
Senile Delusion, Volume Depletion, and Acute
Renal Failura.

Medical record review of the Care Plan updated
on November 9, 2012, revealed, *,..Keep bed In
lowest position, upper ralls for asslstance with
repositioning...”

Observation on January 7, 2013, at 3:586 p.m.,
revealed the resident lying on a low bed with four
1/4 sideralls In the raised position.

Interview on January 9, 2013, at 10:00 a.m., at

#182 was updated to include the use of four
half side ralls to be used with the alternating
alr mattrass on the hed. On 1/9/2013 the
care plan far Resident #63 was updated to
reflect the recent change and staging in a
pressure uleer,

2) All residents have the potential to be
affected by this deficient practice.

3) The facility's MDS team and
Interdisciplinary Team discussed the need for
current accurste care plans o 1/15/2013
and 1/16/2013 at the skilled and LTC care
plan meetlngs, All staff will attend a
mandatory In-service far updating and
revising care plans on 2/5/2013 and
2/6/2013.

4) Unit managers will review care plans daily
Moanday - Friday for those residents
experlencing a change In status to ensure
new ar madified interventlons have been
addressed and documented regarding the
resident's care. The Director of Mursing or
designee will review a randem sample of care
plans weekly for six consecutive weeks to
assure the review and revision of care plans.
Results will be reviewed by the Risk PI/QA
Committee.
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the nursing station, with the Director of Nursing,
confirmed the Care Plan was not updated io
reflect the use of four sideralls,

| Resldent # 63 was admilted to tha facllity on June
1 8, 2008, and readmilted to the facllity on
I.Novemher 17, 2012, with diagnoses including
Diabetes Mellitus, Callulitis Left Heel, and
Generalized Muscle Wesakness,

Medlcal record review of the Care Plan dated :
December 20, 2012, revealed "...impaired skin as |
evidencad by suspected deep tissue Injury to ]
buttocks...apply skin prep to buttock...

Medical record review of a Physiclan's Order
datad December 18, 2012, revealad "...0/C
{discontinue) calmosepline ix {treatment) to L.
{left) buttock begin skin prep to L buttock bid
(twlce dally} unlil healed..."

Medical record review of a Physiclan Order dated
December 28, 2012, revealed "...cleanse L (loff)
buttock area with wic (wound cleaner) apply
Neosporin ointment, cover with aquacel, change
g {every) 3 days..."

Observation on January 8, 2013, at 1:32 p.m., In

the resident's room, revealed the pressure ulcer

had bacome two separate wounds and the areas
had opened.

Interview with the Direclor of Nursing on January
8, 2013, at 2:00 p.m., af the B-Wing Nurse's
Station, confirmed the Care Plan was not updated
to reflect the current treatment or the stage of the
pressure ulcer,

483.25(c) TREATMENT/SVCS TO

F 280

F 314
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Continued From page 12 :

i

PREVENT/HEAL PRESSURE SORES 3

Based on the comprehensive assessment of a
resldent, the facillty must ensure that a resident
who anters the facillty without pressure sores
does not develop pressure sores unless the
Individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
sarvices to promote healing, prevent Infaction and
prevent new sores from developing.

This REQUIREMENT is not met as avidenced
by:

Based on medical record review, obsarvalion,
review of facility policy, and interview, the facility
falled 10 assess a prassure ulcer for one resident
{#83) of thity-seven residents reviewed.

The findings included:

Resident #63 was admitted to the facility on June
9, 2008, and readmiited to the facllity on
November 17, 2012, with dlagnases including
Diabeles Meliltus, Cellulitls Left Heel, and
Generalized Muscle Weakness,

Medical record raview of the Minimum Data Set !
(MDS) dated December 11, 2012, revealed the
restdent was at risk for developing pressure
ulcers, had one unstageable pressure ulcer
evolving, required extensive assist for bed
mobillty, transfers, and tollet use.

Medical record review of the Prassure Ulcer
Record dated Dacember 18, 2012, ravealed

"...DTl {deep tissue Injury} 3.5 x 5.0...has evolved, |

F 314

1} On 1/2/2013 the RN Charge Nurse and the
Physical Therapy Assistant conducled a skin/
wound assessment on Resldent #63 to stage
the cpened area In the Deep Tissue Injury.
At this lime, the wound was measured,
staged and reported io the physician.
Treaiment was confinued as orderad.
Appropriate revislons were made to the cara
plans by the ADON lo reflect all current
pressure ulcer interveniions. The ADOMN
revlewed Ihe revised care plans wih all staft
involved in the care of the resident on
1112013,

2) All resldents with waunds could poientially
be affected by this practice.

(Continued on the nexi page)

2/8/2013
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{ open now..."
 Medical record review of the Care Plan dated
; December 20, 2012, revealed "...Impaired skin as
evidenced by suspected deep tissue injury fo
buttocks...apply skin prep to buttock,,.” {Continved from the previous page)
3) The facility policy reparding Pressure Ulcer
Medical record review of a Physician's Order Prevention and Pressure Ulcer staging was
dated Dacember 18, 2012, revealed "...D/C reviewed to clarify when desp tissue Injurias
(discontinue) calmeseptine tx {Ireatment) o L are to be 5:“9“:1' C':;“Q‘;s ';‘ I"'""""::!’IS e fo
(teft) butiock begin skin prep to L buttack bid o gommunicated (o the Physiclan. All nursing
(tWICB dali }Unlﬂ hBa]Bd " stafl will ba In-serviced by the DON an the
Y. guidelines NPUAP Pressure Ulcer staging on
2/5/2013 and 2/5/2013. PRN staff and any
Medical record review of a Ph;:lsician Order dated licensed nurses on lsave will ba in-serviced
December 28, 2012, revealed "...cleanse L upon retuming to wark,
buttack area with wic (wound cleaner) apply 4) The unit manager will continue to review
Neosporin olnlme{]t. cover with aguace], chanpe pressure  ulcer 1isk assessments, &kin
q {every} 3 days... assassmenls, interventlons, and ¢are plans on
al! restdents dally Monday through Friday.
Medical record raview of the Pressure Ulcer The Direstor of Nursing will audit 8 minimum of
Record dated January 8, 2013, revealed 2 rosidents with wounds per month for three
"...Superflcial Stage Il pressure ulcer on months, then ¥ wound per menth thereafier
periwound..." unless olherwise determined by the PIIQA
Commiftee. Audits will be reviewed by the PI/
Observatlon on January 8, 2013, at 1:32 p.m., in QA..
the resident's room, revealed the pressure ulcer
had become two separate wounds and the areas
had opened.
Review of facility policy, Skin Care Assessment
Treatment and Prevention, dated September 1,
2001, ravealed ",..wound will be measured and
documented in the event of a change..."
Interview with the Director of Nursing on January
8, 2013, al 200 p.m., at the B-Wing Nurse's
Statlon, confirmed the facllity falled to stage the
pressure uicer when It opened on December 18,
FORM CMS-2587(D2-99) Previcus Versions Obsolala Event ID:IPET11 Facifity 1D; TN5403 IF continvalion sheat Page 14 of 28
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Continued Fram page 14
2012,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that tha resident
environment remalins as free of aceldant hazards
as Is possible; and each resident recelves
adequete supervision and assistance devices to
prevent accidenls.

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review, abservation,
review of facility policy, review of Malerial Safaly
Data Sheels, and Interviaw, the facllity falled to
follow the fealilty's smaking policy far one resident
(#22) and to ensure the residents anvironmant
ramalned fres of accldent hazards on one of two
hallways.

The findings included:;

Resident #22 was admitted to the facility on
August 18, 2011, and readmitted on December 1,
2011, with diagnoses including Hypertenston and
Senlle Dementla with Deluslons.

Medical record review of the Physiclan Ordars
dated January 1, 2013 through January 31, 2013,
revealed "...Smokes w (with)/ sugervision...”

Cbservation on January 7, 2013, at 2:00 p.m.,,
revealed the resident sitting In an electrlc
wheelchair at the door on B-Wing. Continued
observation at this time revealed two cigars In the

F 314

F 323
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F 323 ti m 15 1) Appropriate revisions were made ta the
Cl? nhn::ldr F::J hng; the electric wheslchalr Faz3 care plan on 1/8/2013 to reflect the Resident
Gup halder altache ¢ elecinc ar. #22 being able to smoke cigars and/or chew | 2/8/2013
) igars. The DON spoke with the resident on
Observation on January 7, 2013, &t 2:15 p.m., n ]
revsaled the resident outside smoking In the 1/8/2013 regarding the storage of his cigars n
designaled smoking area with supervision. the smoke box instead of his cup on the
Continued observation revealed the resident mobllity chair. On 1/3/2013 the DON spoke ‘
attempted to put the cigar out and another with the resident son regarding the residant's
resident assisted. Further observation at this clgars to be stored In the smoke box instead
time revealed a staff member approached the of in the possession of the resident per facility
residents, assisted resldent #22 in putting the policy.
cigar out, placed the cigar in the cup holder of the 2) All ather residents who currently smoke
eleclric wheelchalr and the resident enlered the could be affected by this practice.
facllity. 3) All smoking materials for alt rasidents who
deslred ta smoke or chew are stored in a
Observation on January 8, 2013, at 8:00 a.m., In secure box in the nursing station. Residents
the dining room, sevealed the resident in the will only have access to smoking materials
electric wheelchair and two clgars in the cup during supervised smoke periods. A smoking
holder of the electric wheelchatr, assessment was cnn}pleted for all residents
wha smoke on 1/23/2013. All staff will be
Qbservation on January 10, 2013, at 7:45 am., in
the dining room, revealed the rasident In the readucated on the faclllty smoking policy and
electric wheslchalr and two cigars in the cu smoka assessment forms at the mandatory
holder of the electric wheelchgir P staff meeting on 2/5/2013 and 2/6/2013.
: 4} The nursing home leadership tearm will
Review of facllity policy, Resident Smaking, review any requested changes or new
effeclive date March 1, 2005, revealed "... Al requasts by residents prior to approving the
residents wha smoke will be Individually assessed use of tobacco. The declsion will be made a
by the Care Plan Team...This wlll be documented part of the residents care plan.
on the Cars Plan and put an the resident's
chart...All smoking paraphernalla will be
stored...by the staff...staff will keep all smaking
paraphernalia until the deslgnated smoking
times...”
Interview with Directar of Nursing (DON) on
January 10, 2013, at 8:48 a.m., in the B-Wing
Nurse’s Stalion, revealed no smoking
assessment had been completed and the
FORM CMS-2567{02-95) Previous Varsions Obsaleta Eveol I (PETT Fecifty ID; TN5403 If conlinuation shee! Pags 16 of 26
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wheelchalr. Further interview at this time
canfirmed the facility failed to follow the facility's
policy and procedure for resident Smoking.

Observation on January 7, 2013, at 12:42 p.m., in
the A-Wing housekeeping closet, revealed the
door standing open and a sign an the door
revealed *...keep door lockad..." Further
abservation at this ime revealed six quarts of tile
grout protector {sealer), one quart of Virex
{disinfectant), one quart of activate (enzyme
presaak), one twelve ouncs botile of fire and ant
killer (pesticide) one half full, one quart glass jar
labeled 7 dust (pesticide) one fourth full, ane
gallon water seal (water proofing sealer) ane half
full, one sixtean ounce plastic boltia of resolva
{carpet cleaner) one half full, two gallons of Mean
Green (all purpose cleaner), and a twelve ounce
bottie of Lysol {disinfectant).

Review of the Material Safsly Data Sheats
(MSDS3) revealad;

1) Tile grout proteclor revealed *...Health Effects:
May be harmful if inhaled...avold eye
sontact...Keep aut of reach of children..."

2) Virex "...Hazards identification: Harmful or fatal
if swallowed...Kesp out of reach of children..."

3) Activate “...can irrilate nose, throat, and
lungs...keep out of reach of children...”

4} Fire and ant killer ...may be harmiul if
absorbed through skin...keep out of reach of
chifidren...”

5) Seven dust "...Hazardous to humans...if
swallowed...kesp out of reach of children...”

6) Water seal "...may cause headache, nausea,
or dizziness...keep out of reach of children...”
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resident had been allowad to keep the cigars in 1) The automatic door closer to the "A"
the resident's cup helder of the electric Wing housekesping closet was repaired 2/8/2013

on 1/8/2013 by the nursing home
maintenance Depariment. There were no
resldents harmed.

2) Any resident who Is moblle in the
nursing home had the potantial to be
affected by the housekeeping closet door
betng open.

.3) The nursing home malntenance
Department will make a visual check of
door closers quarterly and make the
appropriate repalr, Al nursing horme staff
on duty were reeducated to check that
cabingt and closet doors are locked and
closed. This directive will be repsated to
all staff during the mandatory staff
meetings on 2/5 and 2/6/2013.

4) The nursing home administrator and
DON will review the reports fram
malntenance and maks a visual

: Inspection during periodic rounds (M - F)
{ in the nursing home. Staff will be
 instructed at the staff meeting to close
and lock deors and report defectiva
closers to the nursing home maintenance
: department by completing a work order
 slip and informing elther the nursing home
administrator or the DON. All staff are
responsible to ensure that all cabinets
and closet doors are locked and closed.
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7) Resclve "...avoid contact with eyes...keep out
of reach of children...”

8) Mean green "...keep oul of reach of children...”
9) Lyse! “...keep out of reach of children...”

Observatlon and interview on January 7, 2013, at
12:55 p.m., in the housekeeping closat, wilh the
Administrator, confirmed the chemicals and
cleaning aganis ware not In a locked cabinet and
the housekeeping closet should be lacked.
483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resldent's drug regimen must be free from
unnecessary drugs. Anunnecassary drug Is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
wilhout adequate monitoring; or without adequate
Indications for Its use; or in the presence of
adverse consequencas which indicate the doss
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facillly must ensure that residentis
whao have not used antipsychotic drugs are not
given these drugs unless antipsyshotic drug
therapy Is necessary to treat a specific condillon
as diagnosed and documented in the dlinlcal
record; and residents who use anlipsychotic
drugs raceive gradual dose reductlons, and
behavioral Interventions, unless clinically
contraindicated, in an effort lo discontinue these
drugs.

T A L b B e, e, e P b . e | Reot o = <o <
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F 329
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1) The order for the medication
This REQUIREMENT s not met as evidenced ) 2/812013

by:

Based on medical racord review, ravlew of facllity
poiicy, and Interview, the facllity falled to ensure
unnecassary medlcalions were administered for
one resldent (#38) of thirty-seven residents
reviewed,

The findings included:

Resident #36 was admitted to the facility on
Seplember 8, 2008, and readmitted on April 8,
2012, with diagnoses including Chronic Renal
Fallure, Pleural Effusion, and Chronic Obstructive
Pulmonary Disease.

MedIcal record raview of a Protime/interniational
Normalization Ratio (PT/INR) {lab test for bload

clotting) dated December 24, 2012, revealed PT
23.0 (normal range 0-13), and INR 3.0 {normal
range .80-1.20).

Medical record review of 2 Nurse's Note dated
December 24, 2012, revealed .. faxed Protime
results to DR, {dactor}..."

Medical record raview of the Madication
Administration Record (MAR) dated December 1,
2012 through December 31, 2012, revealed on
December 24, 2012, {MONDAY) Coumadin
(anticoagutant) 4 mg had been given, and on
December 25, 2012, {Tuesday) 2 mg had been
given to the resident.

Medical record review of a Nurse's Note dated
December 26, 2012, at 3:30 p.m., revealsed
"...0rder for Coumadin 2 mg {(milligrams) Sat

prescilbed to Resident #36 was reviewed
by the physician. A PT/ANR was
completed Resident #36 on 1/7/2013.
The physician was notified promptly upon
recelving the resulls of the resident's PT/
INR which was within the therapeutic
range.

2) Tha facllity has determined that all
resldents taking Coumadin therapy had
the potenilal to be affected.

3) LPN #1 was counseled on 1/8/2013 by
the DON addressing the clrcumstances
that require notification of the resldent's
physiclan, legal representative or famlly
member. This included notification during
holidays and off hours and the coumadin
protocol which included to hold coumadin
when INR is high until new orders are
received from the physician. All charge
nurses responsible for medication
administration currently working have
been individuzlly reeducated about
notification of the resident's physiclan,
legal representative or famlly member
including notification during holidays and
off hours and holding Coumadin when the
INR Is higher that the therapeutic range.
An in-service conceming this issue will be
conductad by the DON on 2/5/2013 and
21612013 during the mandatory staff
meetings. All PRN and charge nurses on
leave will be in-serviced upon retumn to
work.

Continues on the next page.
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gagﬁ?&;&? (Tu"asday), Thur (Thursday), 4 Continued from the previous page
g ¥Sun 4) The DON o designes, wil
Madical record review of a PT/INR dated conduct a random audit of five (5)
December 30, 2012, revealed PT 26.4 and INR residants that take Coumadin
3.9, weekly for four (4} consecutive
weeks. Unit Managers will continue
Medical record review of a Nurse's Note dated to audit M-F all Coumadin flow
December 31, 2012, revealed *...Prolima faxed to sheets and report discrepancles to
DR..M i the DON. Results of tha audits will
i be reported at the quarterly PT/QA
Medical record review of the MAR dated { committee meetings.
December 1, 2012 through December 31, 2012, I
revealed on December 31, 2012, (MONDAY)
Coumadin 4 mg had been given to the resident. i
Medical record review of the MAR dated January
1, 2013 through January 31, 2013, revealed on :
January 1, 2012, (MONDAY) Coumadin 4 mg had ;
been given to the resident, !
i
Medical record review of a Nurse's Note dated i
January 2, 2013, revealad "...orders received for
Coumadin dosage and fraquency. Hold
Coumadin X (limes) 2 doses 1/2 and 1/3/13,
Restart 4 mg M (Monday), W {(Wednesday), F
{Friday), and 2 mg T (Tuesday), TH (Thursday),
Sa (Saturday) Su (Sunday)...”
Review of facility policy, Anticoagulation Therapy,
dated December 22, 2011, revealed "...if lab
results excead therapeutic range, the facility wil
"Hold" the anticoagulant medications untll the
physiclan has been notified and new order is
recelved..."
Interview with Licensed Practical Nurse (LPN) #1
{respansible for administration and notification of ,
i
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' Continued From page 20

{ the physician) on January 8, 2013, at 4:00 p.m.,
at the B-Wing Nurse's Station, revealed
Coumadin 2 mg had been given on December

i 24, Coumadin 4 mg had been given on

. December 26, Coumadin 4 mg had been givan

£ an 31, 2012, and Coumadin 2 mg had been given
! on January 1, 2013.

interview with the Director of Nursing on January
8, 2013, at 4:00 p.m.,, at the B-Wing Nurse's
Station, confirmed the facllity failed to hold the
anticoagulation medication for four days and the
resident recelved the wrong dose of Caumadin on
December 24, and 25, 2012, and recelved
Coumadin on Dacember 31, 2012, and January
1, 2013,

4B3.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facility must ensure that resldents are free of
| any slgnificant medleation errors.

 This REQUIREMENT is nof met as evidenced
by:

Based on medical record review, review of facllity
policy, and interview, the facility falled to prevent
a significant medication error for one residant
(#36) of thirty-seven residents reviewad.

The findings included:
Resldent #36 was admitted to the facllity on

- | September 9, 2008, and readmitted on April 8,

2012, with diagnoses Including Chranic Renat
Fallure, Pleural Effusfon, and Chronic Obstructive
Pulmonary Disease.

F 320

F 333
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December 24, 2012, revealed “., faxed Prolime
resuits ta DR. {daoctor)...*

Medical record review of the Medication
Administration Record {MAR) dated December 1,
2012 through December 31, 2012, revealed on
December 24, 2012, (MONDAY) Coumadin
{anticoagulant) 4 mg had bean given, and on
December 25, 2012, {Tuesday) 2 mg had been
given to the resident.

Medical record review of a Nurse's Note dated |
Dacember 28, 2012, at 3:30 p.m., revealed

“...Order for Coumadin 2 mg {milligrams) Sat :
(Salurday), Tue (Tuesday), Thur (Thursday), 4 !
mg all other days..."

Medical record review of a PT/INR dated
December 30, 2012, revealed PT 28.4 and INR
3.9, i
. 1
Medica! racord raview of a Nurse's Note dated
December 31, 2012, revealed *...Protime faxed to |
DR..."

Medical record review of the Medication
Administration Record (MAR) daled Decembar 1,
2012 through Dacembar 31, 2012, revealed on
December 31, 2012, (MONDAY) Coumadin 4 mg
had been glven lo the residant.

{(X4)iD SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cncs&nspene:g.&;g t';r’:'-I]E APPROPRIATE
1) The order for the medication prescribed
F 333 ] Continued From page 21 F 333 o Resldent #36 was reviewed by the
Medical record review of a Protime/International physician. A PT/INR was completed for
Normallzation Ratio (PT/NR} {lab test for blaod Resident #36 on 1/7/2013. The physician
ciolting) datad December 24, 2012, revealed PT was notified promptly upon receiving the | 2/8/2013
23.0 (normal range 10-13), and INR 3.0 (normal results of the resident's PT/INR which was
range .80-1.20). within the therapautic range.
2} The facllity has determined that all
Medical recard review of a Nurse's Note dated residents taking Coumadin therapy had

lthe potantial to be affected.

) ) LPN #1 was counseled on 1/8/2013
ddressing the circumstances that requira

notifleation of the resident’s physician,

legal representative or family member.

Is Included notification during holldays
Erzd off hours and tha holding of Coumadin
| en the INR Is out of normal range. All
Icharge nurses cusrently working and
iresponsible for medication administration
have been Individually resducatsd about
notification of the resident's physiclan,
legal representative or family member
including notification during hotldays and
-quf hours and the holding of Courmnadin
phen INR Is above the normal ranga. A
formal In-service conceming this issue will

e conducted by the DON on 2/5/2013 and

6/2013. All PRN nursas and nurses
currently on leave will be in-servicad upon
return to work.
34) The DON or designee, will conduct a
1r%eu‘udn:)rn medication administration and
order verification audits weekly. Unit
Managers will continue to audit M-F all
‘Coumadin flow sheets and report
discrepancies to the DON. Results of the
audits will be reported at the quarterly PT/
QA commlitee meetings,

FORM CMS5-2557{02-99) Previous Versions Ohscleta

Evenl ID:IFET1

Stz B Adcliar

Facility [D: TNS403

If confinuation sheet Page 22 of 28



4232633793

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

02:53:56 p.m.

02-04-2013 25/

FPRINTED; 01/24/2013
FORM APPROVED
OMB NO. 0038-0381

SYATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

446277

{%2) MULTIPLE CONSTRUCTIONR
A BULDING

B.WING

{33) DATE SURVEY
COMPLETED

01102013

NAME OF PROVIDER OR SUPPLIER
MCMINN MEMORIAL NURSING HOME & REHAB CENTER

STREET ADDRESS, CITY, STATE. 2iP CODE
888 HWY 411 NORTH

ETOWAH, TN 3733

(%4 ID
PREFIX
TAG

SUMMARY S5TATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION;

] ID PROVIDER'S PLAN OF CORRECTION o5}
. PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENEY)

F 333

Continuad From page 22

Medical record raview of the MAR dated January
1, 2013 through January 31, 2013, revealed
January 1, 2012, (MONDAY) Coumadin 4 mpg had
teen glven lo the resident.

Medical record review of a Nurse's Nole dated
January 2, 2013, revealed "...orders racelved for
Coumadin dosage and frequency. Hold
Coumadin X (times} 2 dosas 1/2 and 1/3M13.
Restart 4 mg M {(Monday), W (Wednesday), F
{Friday), and 2 mg T (Tuesday), TH (Thursday},
Sa (Saturday) Su (Sunday)..."

Revlew of a faciilty policy, Anticoagulation
Therapy, dated December 22, 2011, ravealed
"_..If \ab resulls exceed therapeutic range, the
facility wilt "Hold" the anticoagulant medications
until the physiclan hes been notified and new
order Is racelved...”

Interview with Licensed Practical Nurse (LPN) #1
{responsible for administration and notification of
the physician) on January 8, 2013, at 4:00 p.m.,
al the B-Wing Nurse's Statlon, revealed
Coumadln 2 mg had been glven an December
24, Coumadin 4 mg had been given on
December 25, Coumadin 4 mg had bean given
on December 31, 2012, and Coumadin 2 mg had
been given on January 1, 2013.

interview with the Dirsctor of Nursing on January
8, 2013, at 4:00 p.m., at the B-Wing Nurse's
Station, confirmed the facility faited to hold the
anticoaguiation medication for four days and the
resident receivad the wrong dose of Coumadin on
December 24, and 26, 2012, and recelved
Coumadin on December 31, 2012, and January
1, 2013.

F 333
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483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The faclity must establish and maintain an
Infection Control Program dasigned to provide a
safe, sanitary and comfortable environment and
to help prevent the develnpment and transmission
of disease and infection.

{a} Infection Control Program

The facillty must establish an Infection Control
Program under which it -

{1) Investigates, conlrols, and pravents infeclions
In the facility;

{2) Decides what procadures, such as isolatlon,
should be applled to an individual resident, and
{3) Maintains a record of incidents and corrective
actions related 1o infeclions.

(b) Preventing Spread of Infection

{1) When the Infection Contral Program
determines that a resident needs (solation to
prevent the spread of infection, the facllity must
isolate the resident.

{2} The facility must prohlbil emplayees with a
communicable disease or infacted skin lesions
from direct conlact with residents or thelr food, f
direct contact wilt transmit the disease.

{3} The Tacility must require staff to wash thelr
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional practlice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent ihe spread of
infection.

F 441
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| i) The nurse identified as Registered
F 441 Continued From page 24 F 44| Nurse #1 was Immediately resducated on | 2/8/2013
. . the proper procedures and facllity policy
| 1';1]5 REQUIREMENT is not met as avidenced for INT Insertion, removal and changing.
- : 2) The facliity has determined that all
: Based on medical record raview, facility policy
i review, observation, and Interview, the facility ras‘;ldet;ﬂ]st ;equfi;‘[n? q iNT's  have the
; falled to ensure infection control practices were g‘):' i?l alfcgnsgc? :Sr:in.g staff will be In
: mal d - 3
- mainiained for one (#27) of thirly-seven resldants serviced 2/5/2013 and 2/6/2013 an the
: facility's INT policy and Praclice
' Tha findings included: Guideline, An in-service and review of the
INT pollcy and procedure will be provided
i Resident #27 was admilted to the facllity an ta PRN nurses and nurses on leave upon
December 26, 2012, with disgnoses including raturn to work. _
Diabeles, Hypertension, Fractured Famur, 4} The DON or designes, will complete
Dementia with Behavlor, and Bipolar Disorder, random Validation Chacklists of nurses
with resldents with an INT to ensure
Medical record review of a F’hys[l::ian's Order nurses are pracﬂc]ng in accordance with
dated January 1, 2013, revealed "...Start INT our facility's Practice Guideline and the
: (Intravenous needis)... resident's physician order and care plan.
| Me dical record review of & Nurse's Note datad Validation Chechkilsts will be reviewed by
January 1, 2013, revealed "...placed {V the PIQA Committes.
(intravenous needle)...calh {cathater} In {right)
hand..."
; Review of facility policy, Insertion and
‘Malntanance of an Intermittent Infusfon Device,
: revealed, "...The peripheral INT device shall be
: changed every 48-72 hours..."
| Observation on January 8, 2043, at 2:25 p.m.
revealed the resident seated in a broda chair, in
the hall, with a INT {intravenous needle) in the
right hand.
Interview on January 9, 2013, at 2:25 p.m. with
Registerad Nurse #1, at the nurse's station,
confirmead the INT was Inseried an January 1,
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2013, and was not changed per faciiily policy.
Interviaw on January 10, 2013, at 8:45 a.m., with
the Director of Nursing, at {he nurse's slation,
confirmed the policy was not followed for the INT
device.
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